colotomy, she developed a fistula bi anlo, which was operated on successfully. At this operation it was observed that there were still ulcers in the rectum and much cicatricial contraction. In April, 1908, nearly five years after the colotomy, she reported herself as being quite well for a long time, although faeces passed through the anus as well as through the colotomy opening. Mr. Carless accordingly operated and was successful in closing the colotoinay opening. The patient has kept well for the past nine imionths. The time is too short for us to be certain that no relapse may occur, but this certainly appears to be a case in which colotomy was done when the patient was almost iin extremis and in which the colotoilny wound was closed after five years. The patency of the colon below the opening was probably maintained by the lavage and by the occasional passage of freces.
Mr. LOCKHART MiUMMERY said that cases of the kind under discussion were not infrequently seen at St. Mark's Hospital. A fact which had not received much notice in the discussion was the value of the sig,moidoscope in these cases. By its means one could see the type and form-l a fair estimate of the severity of the ulceration. There were probably almiiost as miiany types of ulceration in the colon as on the skin, and the treatmiient which would be correct for one kind would not be correct for the others. In those cases there was generally some ulceration in the sigmoid flexure which the instrument revealed. He showed drawings of some of the conditions he had seen with the sigmoidoscope. It might be supposed that the use of the instrument in ulcerative colitis was dangerous, but that was not so if it was used with care and skill, because the end of the instruiment practically never touched the bowelwall at all. The parts of the bowel just in front of the end of the instrumiient were dilated with little puffs of air from the bellows, and it was not necessary to touch the bowel-wall with its end, nor should sufficient air be used to produce tension. The instrument showed that there were nany kinds of ulceration, somne of them mnild in degree, but extending over a large area, the mucous mnnembrane being excoriated and red. Those cases in his experience got well often readily. Such patients should be kept in bed, and the bowel washed out with suitable irrigants. The type which did not get well from medical treatment was that in which there were large irregular-shaped ulcers exposing the muscular coat. He had collected records of 25 cases of ulcerative colitis treated by operation: 6 in his own practice, and the remainder fromn other sources. Of the 25 cases, 5 died and 20 recovered, giving a mortality of 20 per cent. This was less than half the mortality resulting from medical treatment. Up to the present also the cases which the surgeon was called upon to treat were those which did not get well by medical measures, hence they were the worst cases. Out of 33 cases not treated by operation, 26 died, giving a mortality of 78 per cent. Probably.that was higher than the general average, as the St. Thomas's Hospital figures gave a mortality of only 50 per cent. The nature of the operation was as follows: caecostomy in 6 cases with 6 recoveries; left inguinal colotomy, 5 cases, 2 deaths, 3 recoveries; appendicostomy, 10 cases, 1 death, 9 recoveries; left lumbar colotomy, 1 case, 1 death; laparotomy, 2 cases, 1 death, 1 recovery; cauterization of ulceration through the sigmoidoscope, 1 case, 1 recovery. He believed that left colotomy was quite the wrong treatment in cases of ulcerative colitis, because by it one could not get above the disease. The choice of operation lay between ceecostomy and appendicostomy. The case which died after appendicostomy was found post mortem to have ulceration in the small intestine as well as in the colon. Of the remaining cases 1 died a year later from another operation, and the remainder were well at various periods up to two and a half years. Of his own cases, two on whom he performed appendicostomy were both cured and were still quite well over one year afterwards. They were cases of very bad chronic ulceration in the colon, with severe symptoms dating back one year and one and a half years. Another case was too recent for him to say anything about the result, as he only operated a fortnight ago. He examined the colon through the appendicostomy wound, and the whole of that part was studded with ulcers the size of a threepenny or sixpenny piece, feeling very like typhoid ulcers in the small intestine. The patient had had symptoms of ulcerative colitis for three years, following dysentery which was contracted in Singapore, and had been treated in Singapore, and also since returning to London, by ordinary ipecacuanha treatment, correctly administered; and he agreed that in the majority of cases that treatment was not correctly carried out. He believed the operation of appendicostomy was the operation of choice. But occasionally there were cases in which the appendix could not be brought up, and the opening could not be made for irrigating the colon. But in the majority of cases the appendix could be used satisfactorily, and he thought the treatment a reasonable one. An ulcer on the leg was treated by keeping it clean and preventing the accumulation of discharge. Appendicostomy was based on the same idea-namely, that healing was rapid when the bowel was properly washed out. It was an operation with practically no mortality, and was easy to do. If it failed one could resort to ceecostomy, but the latter was a most objectionable operation, and one to be avoided if possible. Appendicostomy had none of the objections which were inevitable with caecostomy. The opening was at no time objectionable, and could be closed without on operation if desired.
Dr. BERTRAND DAWSON said that at the London Hospital the more these cases were gone into the more difficult it was to decide whether a given case was ulcerative colitis or not, because men judged data so differently. Some regarded blood as important evidence of ulcerative colitis, while others did not. His own opinion was that blood should not be taken as a criterion of ulcerative as against mucous colitis. Hiccough he regarded as merely indicating that the disease was associated with a dilated stomach. Many people with colon disease had dilated stomachs. Sprue was a good example of that, and in a proportion of cases of colitis the stomach was dilated. Tenesmus he regarded as evidence that the rectum was the seat of disease. To show the influence of the personal equation he took two recent years at the London Hospital and found that the colitis cases were classified as follows: 6 cases as ulcerative, 39 of all other kinds. Of the 6 cases, 5 had blood, 6 diarrhoea, 4 mucus. Of the 39, 21 had blood, 21 diarrhcea, 38 mucus. He would personally have put some of the 39 cases into the ulcerative group. Also in reading through the records of other hospitals he doubted whether all the cases called ulcerative colitis were really such. The signs most indicative of ulcerative as distinct from mucous colitis were hectic fever and marked wasting. Jenner when he was working out the difference between typhoid and typhus practically excluded all cases which he did not confirm post mortem. To ensure reliability we found it necessary to restrict our records to cases which had actually been proved post mortem. The doubtful cases were difficult to distinguish from mucous colitis.
Dr. Dawson raised the question whether the cause of the ulceration inight not be situated above the large intestine. Might it not be that a toxic substance is formed in the small intestine which either travels down with the intestinal contents or is carried by the blood-stream and excreted into the colon? Flexner found that the toxin of dysentery bacillus injected into the blood-vessels produced ulceration. That the colon acts as an excretory organ is shown in mercury and lead poisoning. In certain reported cases of the former no sulphide of lead has
